Intensive nurse home visiting programs are an early childhood, population based intervention that target vulnerable families. Programs are dependent on the relationship between home visitor and mother to bring about change. Few studies have focused on investigating parents' perspectives of these programs using qualitative methods and none in the Australian context.
Introduction
Young children are particularly vulnerable to the effects of poverty and inequities in early childhood (Hertzman, 2010) . Vulnerability can be broadly defined as families or individuals who have one or more of the following characteristics; teenage motherhood, low maternal educational status, low economic status, maternal substance abuse, Aboriginality, refugee status, domestic violence, disability and maternal mental health issues (Karoly et al, 2005, pp 6-14) . The effects of being raised in an environment that renders infants vulnerable can translate into negative outcomes, including health outcomes, across the lifespan (Blair et al., 2003, pp 160-164) . Negative outcomes include conduct disorders, child abuse, poor educational outcomes, teenage pregnancy, substance abuse, mental health issues and crime (Vimpani, 2005) . Early childhood is the most important developmental stage and health interventions targeting this stage offer the greatest potential for long term change (McCain and Mustard, 1999) . In recent years, there has been a focus on and investment in early childhood interventions both within Australia and internationally that aim to reduce health inequalities. Intensive home visiting is one approach that has been widely advocated in recent times.
Home visiting programs
Home visiting is one of the most commonly used approaches to early childhood intervention for vulnerable families. In the US, home visiting programs extend to approximately 400,000 children each year (Watson & Tully 2008, p 7) . The aim of intensive home visiting programs is to modify preventable risk factors for the health of mothers and children by raising the mother's awareness of strategies to improve their own and their family's health, developing responsive and confident care-giving and increasing social networks .
Intensive home visiting programs can include between 30 -50 home visits by nurses or paraprofessionals during a client's pregnancy in the first two years of an infant's life. Of critical importance to bringing about change is the relationship between the home visitor and mother. The relationship must be strong enough to reassure and empower the mother to act on the information provided through the program and bring about positive change (Gomby, 2005) . Program designs and models vary greatly in terms of home visitors, structure, syllabus and underlying theories. In Australia, intensive home visiting programs are predominantly implemented by nurses. mothers who have a mental health issue impacting on parenting; maternal drug and alcohol issues; domestic violence impacting on parenting; a previous intervention from a child protection agency; a child born with congenital abnormalities; and nurse assessment concerns. When a family meets the eligibility criteria, they can be offered the program. The program is underpinned by the principles of the Family Partnership Model (Davis, Day & Bidmead, 2002) . All program nurses are educated in accordance with this model. The South Australian Family Home Visiting Program was chosen to explore mothers' perspectives of involvement, as it is uniquely the only state wide program offered in Australia.
Program evaluation
Intensive nurse home visiting programs are costly and have been the subject of close scrutiny in terms of their health, social and developmental outcomes. Internationally these programs have been widely evaluated using randomised controlled trials. The most convincing evidence comes from the Nurse Family Partnership, which was evaluated in three sites in the United States of America (Olds et al, 1986 (Olds et al, , 1997 . Over a 15 year follow up period, it was reported that disadvantaged first time mothers had gained the most from the program . The intensive nurse home visiting programs have also been evaluated in trials in Canada (MacMillan et al, 2005) , the United Kingdom (Barlow et al, 2006) , Australia (Armstrong et al, 2000; Kemp et al, 2008) and New Zealand (Fergusson et al, 2005) . The measures used within trials assessed the impact interventions had on risk factors for poor child health and development. Examples include assessment of children's cognitive development, immunisation rates, attendance at emergency departments, verified child abuse, quality of home environment and the sensitivity of care-giver-child interaction. Despite having the potential to deliver major benefits to children (Gomby, 2005) many intensive nurse home visiting programs have demonstrated only modest improvements in health outcomes using these measures. Pawson & Tilley (2008, p 2) argue that interventions never work indefinitely in the same way and in all circumstances, and not at all for some groups.
Other reasons for varying outcomes include differences in program design, lack of theoretical underpinning, and methodological weaknesses in the conduct of the evaluation (McIntosh and Shute, 2006) . A review of the published and grey literature indicated that while there was a heavy focus on program evaluation, the majority of evaluation reports do not include an investigation of clients' perspectives of intensive home visiting programs. There are five studies that have specifically investigated parents' perspectives of intensive nurse home visiting programs: two of these studies are from the United Kingdom (McIntosh & Shute, 2006; Kirkpatrick et al, 2007) , two from Canada (Jack et al, 2005; Heaman et al, 2005) and one from the United States of America (DeMay, 2003) . Five major themes were identified during the review of these studies, they included: negative preconceptions, trusting relationships, support, empowerment, and change. This literature suggests that parents valued participating in home visiting programs and as a consequence felt empowered to change.
The aim of this study was to explore mothers' perspectives of an intensive home visiting program in Adelaide, South Australia by exploring their experiences of participation in the program and their experiences of the program as empowering them to change.
Methods
Qualitative methodology involves an interpretive naturalistic approach to the world, and attempts to make sense of phenomena in terms of the meanings people bring to them (Denzin & Lincoln 1994, p.2) . These methods can answer the 'how' and 'why' questions and give an in-depth understanding of how complex interventions like intensive nurse home visiting programs work. Liamputtong & Ezzy (2005) argue that qualitative methods are appropriate for researching vulnerable groups. Women who participate in intensive nurse home visiting programs are identified as vulnerable and therefore a qualitative approach was appropriate to researching their experiences. Also, the research question was exploratory in nature and therefore a qualitative methodological approach was deemed appropriate.
This study draws on a poststructural theoretical framework. Poststructuralism is a theory of knowledge and language and is concerned with how discourses of power are constructed (Derrida, 1978; Foucault, 1980) . This is achieved through the practice of deconstructing discourses. Deconstruction seeks to expose taken-for-granted assumptions underpinning our concept of reality however deconstruction aims to challenge rather than overturn existing beliefs and enables the unraveling and exposure of invisible assumptions that shape healthcare practice (Cheek et al 1996, pp 188-191) . In terms of this study, deconstruction enabled the voices and perspectives of mothers receiving the intervention to be heard and validated.
Ethical approval was received from Flinders University Social and Behavioural Research
Ethics Committee and the participating organisation's Human Research Ethics Committee before commencing the study. In addition, permission to carry out research was gained from the Director of the targeted health service.
Techniques for ensuring rigour in qualitative research include theoretical rigour, methodological rigour, interpretative rigour, triangulation, evaluative rigour and reflexivity (Mays & Pope, 1995) . Theoretical rigour was maintained by ensuring that the method and theoretical framework specifically addressed the research question. Methodological rigour was maintained by providing an explicit account of how the study was conducted in terms of sampling, recruitment, data collection and analysis (Silverman 2010, pp.275-288) . Data validation was assured by matching the transcriptions against a replay of the audio-recordings for the interviews. Data from the first two interviews were assessed as part of an iterative process that helped shaped the interview schedule as the data were being collected. An audit trail was maintained by keeping meticulous records of meetings, emails, interviews, transcripts, and reflexive diaries throughout the study.
Data collection
Participants were recruited purposively with the aim of selecting information-rich cases for in-depth study to examine meanings, interpretations, processes and theory (Liamputtong & Ezzy 2005, p.46) . Study participants were recruited between February 2011 and May 2011.
Recruitment of participants was facilitated through nurses working in the program. Nurses were given information on the research study and the importance of information-rich cases at team meetings. They were asked to identify potential participants, explain that there was a study about the Family Home Visiting Program, and give the participants the researcher's contact details. Potential participants were required to be over eighteen years of age; proficient in English language and have participated in the program for more than one year.
Participants were then able to contact the researcher directly if they wished to participate.
This minimised the possibility of coercing participants. A meeting was then arranged to provide the participant with an information package (information sheet, letter of introduction and a consent form). When informed consent was obtained, an interview time was then arranged. The interview schedule was developed from themes in the literature review and the aim and objectives of the research. The schedule was continually reshaped by reading around the themes and redefining concepts such as power and empowerment. The schedule was also reviewed following mock/pilot interviews. Two mock/pilot interviews were carried out to ascertain the relevancy of the interview schedule, to practice interviewing and to identify issues in interviewing style. Some of the main interview questions asked included: 'how did you come to be in the program?', 'how did you feel about being offered the program at that time?', 'can you tell me about your relationship with your nurse home visitor?', 'can you tell me whether the program has helped you or your baby in any way?' and 'can you tell me about any changes you have made as a parent since you've been in the program?' A total of eight interviews were conducted. While eight interviews may be viewed as a small study, qualitative research is acceptably local, specific and contextual in nature. Table 1 provides details of the study participants. The criteria column identifies the Family Home Visiting criteria under which the mother was referred to the program. Data were collected using the method of in-depth semi-structured interviews and each interview was audio-taped. Interviews were carried out in the homes of the participants and were arranged at their convenience. Maternal mental health issues. Mother experienced childhood abuse.
months 8 29
Maternal mental health issues. Mother experienced childhood abuse. Negative maternal attribution.
Data Analysis
The data in this study were analysed using thematic analysis as described in (Braun & Clarke, 2006) . Thematic analysis is a method for identifying, analysing and reporting patterns within data and can be applied across a range of theoretical and epistemological approaches. The first step of the process was transcription with all interviews being transcribed verbatim within a week of each interview. The next stage was reading and re-reading the transcripts to
identify patterns and open codes. The interpretative stage of analysis began with searching for themes from the codes. This involved sorting the codes into potential themes and collating the relevant coded extracts within the identified themes with codes being compared and contrasted throughout the process.
Findings Program engagement
Program engagement emerged as the first major theme and consists of the following interrelated sub-themes; apprehension, trust, respect, social support and challenges. The subthemes represent the stages of program engagement but these stages do not occur in sequence but are constantly intertwined throughout the engagement process.
The decision to participate in a home visiting program was made by weighing the unknown risks and consequences of participating with the need for support and information. Six of the participants wanted support in their role as a new parent but were also apprehensive about accepting help. Participant 2 (P2) describes her feelings: While these experiences presented a challenge to these participants at the time, they also felt the experiences helped them to overcome difficulties and further engage in the program.
Control
Control is the second major theme and consists of the following sub-themes; shared decision making and feeling empowered. Control in the context of this study is about power; whether it is power over one's personal choices or one's behaviour or power over relationships and resources. Given that participants had personal experiences of childhood sexual abuse, grief, domestic violence, mental health issues and abandonment, they have also experienced powerlessness and lack of control in all or some of their relationships.
Shared decision making relates to the process of decision making in the program between the nurse and participant. Participants often felt that decision making was shared with their nurse when a flexible and timely approach was adopted. For example P2 felt it was important that the nurse responded to her needs at the time as she was in a controlling relationship and needed support, not control: . According to Labonte (1997) gaining control is dependent on greater access to information, supportive relationships, decision-making processes and resources. By engaging in a trusting supportive relationship with their nurse, participants felt that they were able to gain some control over their parental decision making and make positive changes that improved the health outcomes for their families.
Discussion
For participants, engaging in the program was an ongoing cyclical process that included When difficult messages are communicated with respect, they are likely to be accepted with respect (Kirkpatrick et al, 2007) . Lack of respect and adversity especially in early childhood can result is low self-esteem or not valuing one's self, depression and abusive relationships in adulthood (Saunders, 2002) . Participants talked about how respect was shown to them in that their nurse listened, demonstrated empathy and did not impose professional ideas on them as described by participant 4. It was important that the nurse was flexible and respected their needs when urgent issues came up. At the same time participants respected the nurse's knowledge and information and accepted it when it was given in a respectful way.
Participants were clear they would not listen to someone they didn't respect. Being honest was interpreted as being respectful especially when it came to clarifying the nurse's role and outlining rights and responsibilities. For example, participant 1 was clear that she would not listen to someone she didn't respect. Respect seemed to be intertwined with the participants feeling valued and when they felt valued, trust was established and they engaged more with the program as described by participants 3 and 5. Respect like trust helped to build selfesteem but in this context was also linked to social support.
Social support has been defined as 'the perceived availability of people whom the individual trusts and who makes one feel cared for and valued as a person ' (Mindful Project, 2008) .
Theoretical approaches to social support identify two ways that it is beneficial to health and wellbeing; the direct or main effect and the buffer effect (Cohen & Willis, 1985) . The direct effect implies that social support has a positive effect on health, irrespective of life situation.
The buffer effect is viewed as significant in sustaining or improving outcomes for individuals when they are faced with a stressor such as ill health, having a baby and financial or housing stress. Lack of social support is associated with poorer physical and mental health as well as increased mortality and low levels of social support are associated with lower socioeconomic status and poverty (Marmot, 2003) . Program engagement is a complex process that described the steps of relationship building within the program. This refers to the relationship between the mother and nurse that leads to engagement and trust in health services. For participants the relationship was central to the program. Without a strong and trusting relationship there was no motivation for them to engage. Several of the participants had not experienced a trusting relationship with a health professional beforehand and in some cases not even with a parent or family member before, so the experience was potentially life changing for them. Where the participants reported a positive relationship with their nurse, that was built over a period of time, they felt valued, respected and supported.
Engaging in the program was essential before participants could develop some degree of control over their decision making. Labonte (1997) argues that central to public health is the idea that if people are to gain more control over their lives and make good choices, they need greater access to information, supportive relationships, decision-making processes and resources. Given that participants had personal experiences of childhood sexual abuse, grief, domestic violence, mental health issues and abandonment, they have also experienced powerlessness and lack of control in all or some of their relationships. Adverse experiences appear to have eroded the participant's sense or perception of control and power. Again, the participants felt that it was the supportive relationship with power sharing that helped them to learn how to make decisions and take control. Just as the relationship helped them to engage in the program, the relationship also supported them towards empowerment and taking control. Participants saw empowerment as being able to have control over their decisions and their lives but they preferred to use the word 'control'. Empowerment had different meanings for each participant depending on their circumstances. For example, Participant 2 who had low self-esteem and depression as a result of domestic violence felt her confidence in her decision making was growing and was able to leave her partner as a result of the support and therapy she had received in the program. Participant 5 felt she always had control of her decision making despite being vulnerable but that participating in the program strengthened her confidence and sense of control as a parent because of the additional information she had been given. Other participants also felt that participating in the program and being in a trusting, respectful relationship with shared-decision making increased their self-esteem.
Implications for research and practice
The aim of health promoting interventions such as intensive nurse home visiting programs is to improve health outcomes for vulnerable children and their families. Program effectiveness relates to the ability to engage families and bring about change (Gomby, 2005 with the findings from this small group suggesting that they see the relationship as paramount to their engagement in the program. This has implications for program development. Policy makers and practitioners need to consult with and seek the views of vulnerable women so that they can develop appropriate strategies to engage them. Interventions can then be refined according to need. . This may enable vulnerable families to engage with services that they perceive as powerful and start to build trust. It is important for policy makers and practitioners to recognise that developing trusting relationships takes time and programs must be lengthy enough and have skilled and consistent staff to ensure that this happens.
It is also important to incorporate mothers' perspectives into future evaluations of programs
and to be open to using multiple research approaches and methods in evaluating complex interventions. It is not only empowering for participants but will provide further insights into retaining and engaging mothers in programs and help to further understand aspects of the relationship, and its impact on health outcomes.
